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Paitent's date of birth / 
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Health Care Claims Form 

fPlanlD: 1234 

Insured : Doe, John 541XXXXX 

Patient : 01, Jane 
^Provider: MISCELLANEOUS PROVIDERS 
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Please enter the Patient Dependent Number from above from above: 1 / 




Last Name. First. Middle Initial, I.D. ^ ' 




Referring Physician 








Service Provider 
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Patient's Account 


Accept Assign? 


Total Charge 
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Yes O No O 


Amount Paid 


^450 






Balance Due 
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CLIENT 
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NOTIFY 
CLIENT 
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